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Our Mission

“To optimize the health and well being of aging, 
vulnerable and chronically ill individuals.”

“To optimize the health and wellbeing of …

frail individuals.”



Evercare’s Clinical Focus Is Frailty

• The solution IS:IS:
– Enhanced, proactive, anticipatory 

and customized service delivery to 
improve health outcomes, reduce 
total health care costs and improve 
quality of life.

– Comprehensive and continuous 
assessment, care planning, patient 
education and advocacy 

– Alignment of financial and clinical 
incentives with patient’s interest.
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• The opportunity ISIS chronic disease
– Up to 2/3 of health care costs
– Predictable and preventable events
– Impact of social factors discounted
– Status quo rewards after-care



19 years 
30 states

46,349 Medicaid Enrollees
98,598 Medicare Enrollees

2006 Dual SNPs

MMIP
June 2005

King, Pierce
65+ Dually eligible

~18,000 citizens

Evercare’s success is driven by its 
experience in serving frail populations



MMIP Goals

• Improve health care access & care 
coordination

• Improve client satisfaction

• Improve health outcomes & quality of life

• Improve management of Medicaid 
expenditures



Critical Model Elements
• Personal relationship with each enrollee

• Care planning begins with pro-active assessment of full spectrum of 
needs (medical, functional, social, behavioral)

• Integration of medical, behavioral, 
and long term care services

• Coordination of funding

• Team approach with PCP, 
• member and family 

• Individual care plan

• Continuum of clinical experience 
for service coordination 

• Continuous monitoring and evaluation 

• Incentives for quality and prevention

• Strong  community partnerships

• Increased access to community services and providers

• Enrollee education and empowerment for self management

• Strong state oversight and high standards for organizations (quality, 
financial, clinical)
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Critical Model Elements 

• Risk Stratification
• Comprehensive Assessment
• Interdisciplinary Care Plan
• Evidence Based Interventions
• Coordinate Care and Services
• Self Care
• Monitoring and Evaluation
• Integrated funding



Prospective discounted capitated payments 
ensure savings and align incentives

Discounted 
Payment 

From CMS 
and 

Medicaid

Evercare

Medicare Part A

• Hospitals

• Nursing Homes

Medicare Part B

• Physicians

• Referral/Ancillary Services

• DME, Home Health

Medicare Part D

•Prescriptions, Rx monitoring

Medicaid Services

•Personal care services, ALF

•Day health, Adult day care



Outcomes
Maintain Independence
• Texas STAR+PLUS

– Increased # of LTC providers
– 31% increase in clients receiving 

personal care
– 38% increase in adult day care
– 15% reduction in total care costs

• Arizona ALTCS
– Community placement rate rose 

from 5% to 60%
– $Millions in savings

Improve Quality of Care / Satisfaction
• Florida Nursing Home Diversion

– Consumers report fewer unmet needs
– Higher satisfaction with case 

management 
• Wisconsin Family Care

– Expanded availability of residential 
options

• Texas STAR+PLUS
– 90% of clients report having a medical 

home
– 22% reduction in hospital use
– 38% reduction in ER use

• Minnesota MSHO
– 91% satisfaction with program
– 90% report receiving care they need
– 96% would recommend care manager
– Increased access to HCBS
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Evercare’s Care Management Model is:

evidence-based


